genuine choice or control.
It troubles me when a pregnant woman, suspecting a bout of beer drinking may have harmed her baby, aborts, saying 'It'll only set us back three months'.
It troubles me when a friend talks about hiding her pregnancy from her daughters until after she has gotten her amniocentesis results because 'How could I explain an abortion to them? ' It troubles me when I am introduced to a pregnant woman and after giving her name she pats her belly and says 'And this is Heather'.
These issues which trouble me provide the impetus for this paper. Taken together, they speak to an evolving American value system regarding children and parenthood. I see them as representing further movement towards the commodification of life, towards treating people and parts of people -our organs, blood, energy -as commodities. When we talk about the buying and selling of blood, the banking of sperm, the costs of hiring a surrogate mother, we are talking about bodies as commodities. And when we talk about being able to 'afford' a second child, like a second car, then we are talking about children as luxury items, fine if you can afford them. And if all children are luxuries, then special children are special luxuries, as when we talk about how many extra dollars a year it costs to raise a child with sickle cell disease.
In this value system, in this developing ideology, we are learning to see our children as products, the products of conception. Even while they still move within us, they are not part of us - Amniocentesis for prenatal diagnosis is an increasingly important part of the new technology of reproduction, affecting more and more pregnancies each year. By the 1990s it may very well become a standard, routine part of all prenatal care (2). In this procedure, a small amount of the amniotic fluid that surrounds the fetus is withdrawn during the 16th to 20th week of pregnancy, and fetal cells are cultured, a process which takes approximately four weeks. Studies of the fluid and fetal cells can detect a variety of abnormalities, notably Down's syndrome, but many others as well; hundreds of other genetic diseases, including sickle cell anaemia and Tay Sachs disease; and also the neural tube defects such as hydrocephalus and spina bifida. If the fetus is found to be diseased or damaged, in almost all cases abortion is the only treatment available.
For parents who have watched one child suffer and slowly, inevitably die with a condition like Tay Sachs disease, the availability of prenatal diagnosis can fundanentally change their reproductive options, when both parents are carriers of such a disease in each pregnancy they have a one in four chance of producing a fetus with the condition. Fortunately very few parents are faced with such high risks of reproductive tragedy. The much more common uses of prenatal diagnosis are for the neural tube defects, such as spina bifida, and for chromosomal disorders, especially Down's syndrome.
The chances of bearing a fetus with Down's syndrome, which causes mental retardation and is associated with some physical problems as well, rises with the age of both the mother and the father. There is no particular age at which the risk jumps dramatically, but rather the increase is steady. For a woman at age 30 the chances are roughly one in 1000, at age 35 one in 350, and at age 40 one in 100. It may well be that other age-related factors -perhaps diet, general health, exposure to environmental toxins and radiation -are the real causes of Down's syndrome, and not age per se. So far however, age has been the only factor demonstrably linked to Down's syndrome in the general population. In a sense, the motherhood-abortion paradox parallels the marriage-divorce paradox. The divorce rate is highest when expectations for marriage are highest. If marriage were considered less important, less central to one's life, divorce would be less common. Thus the paradox is that the high divorce rate demonstrates not a devaluing of marriage but a commitment to the importance of the marriage relationship; and abortion, as a solution to an unwanted pregnancy demonstrates the importance to women of the mother-child relationship.
Abortions to prevent the birth of a disabled child may be more socially acceptable, but they are not in any other sense easier. They present a deeper, more fundamental challenge for both the individual woman and the society at large. The challenge is to the meaning of motherhood.
The meaning of the abortion lies in the meanings the pregnancy holds for the woman. If a woman sees a pregnancy as an accident, if for example her pregnancy is a by-product of contraception that did not work, then in her definition the fetus is not a person and not meant to be one. The abortion is the solution to the problem of failed contraception. But A face only a mother could love. An irony in all this is that the technology still cannot guarantee a 'blue ribbon baby'. A fetus can pass all of the tests, and still be far from perfect at birth. A child can be born or become retarded, crippled, disfigured from thousands of causes. One can rationally decide to abort a fetus with spina bifida because life in a wheelchair is not acceptable -and then have a baby's back broken in a car accident. One can choose not to carry to term a fetus with Down's syndrome because the quality of life of the retarded is not acceptable -and then have the baby suffer permanent brain damage from some illness. There are limits to control, and our children are always 'hostages to fortune'. Does the conscious, deliberate emphasis on control and 'standards of acceptability' prepare us for the reality of parenthood?
Another of the problems with the commodification process and its ensuing technology is that it allows some people, the richest and the most powerful, to buy their way out. Individual solutions are found while leaving social problems intact. Let us take as an example, the situation of having a retarded child. Why do I recoil at the thought of having as my son a grown man who drools and behaves like a child? If the person is, as most people with Down's syndrome are, able to learn to walk, to talk, to do simple tasks, then why do we so fear retardation?
One reason is what it does to our lives. You cannot even afford to die ifyou have a retarded child: what will become of her or him? This is just the extreme case of what is true of all children in our society -they are private property, and the economic and social burden is not shared. Support services for children in the United States are abysmal: it is United States policy to allow children to live in great poverty unless their individual parents and families can provide for them. With retarded or other damaged children, the stakes rise. One may be able to afford twenty years of expenses for a normal child, but a lifetime of expenses for a damaged child is just too much. The economic burden of a retarded or disabled child is beyond most of us. And the emotional burdens are inextricably tied up with the financial burdens.
The economic ties are basic. Most of the causes of disability and retardation among children are related to class position: one's chances of having a healthy child kept safe in a safe environmemt increase as we go up the socio-economic scale. The children of the poor suffer disproportionately from premature birth, from illness, from lead paint, from pollutants that parents in factories bring home on their clothes, from starvation and deficiency diseases, from cold dwellings, from overcrowding, from poor medical care. One of the few causes of disability and retardation that seems truly not to be class-linked is genetic disease: Down's syndrome, for example, appears to be associated exclusively with parental age, and not their class position. Haemophilia brought in by Queen Victoria destroyed the royal house ot Russia (5). As we increasingly solve genetic causes of disability, the population of the disabled will become even more disproportionately drawn from the population of the poor. As the wealthiest, and therefore the most powerful, in society increasingly buy their way out of retardation and disability, what will happen to the support services that do exist? Who will monitor the State schools for the retarded then?
Retardation and disability are social issues (6) threatening the stated values of our society: the values of equal opportunity and a fair share for everyone. We treat these social issues as individual troubles, to be individually solved. We treat them clinically, not politically. It fits in with the private property idea of children: the needs ofyour children are your problem.
From the point of view of the individual pregnant woman and her family, amniocentesis and selective abortion make great sense. I am not suggesting that we force wealthier and more educated people to have retarded children so that they will make that their political issue, their fight. I cannot accuse the people who offer the services or those who use them of doing the wrong thing. Mostly they are doing the only thing they can do. They are absolutely right when they say that they cannot afford, emotionally or financially, the burden of a disabled child. It is equally true that the infertile couple who can afford to buy a baby or to buy surrogate services may be making absolutely the right choice in purchasing such a baby or such services. We cannot solve the social issues of dealing with the less-than-perfect people by making disability an individual trouble. We live in a society designed for the physically and mentally competent. It is children and old people who most often get hit by cars. Part of the issue then is redesigning the physical and social environment to meet the needs of all people. This is what the people in the disability rights movement are calling for. The decision to abort a fetus with spina bifida when you live in a fourth-floor apartment with no lift in a city designed without access for wheelchairs is not really an exercise in tree choice. England, where there is still resistance to total commodification of life, there is a right to health services, and blood is free. It is freely given. In the United States, blood is purchased either for money from paid donors, or for insurance, blood donors earning access to free blood for themselves and their families as needed. Blood is purchased twice then, once from the donor and once again from the blood bank. Titmuss's most dramatic finding is that the commodification of blood does not work: where blood is purchased, it is scarce where needed, wasted where hoarded, in uneven, unreliable supply. Where blood is given freely, it is made freely available, and the supply is more even, with considerably less waste.
Titmuss's conclusions are not merely pragmatic, regarding the most efficient way to distribute blood. He reaches beyond to analyse the social bond, to claim a right to give, a right to be 'my stranger's keeper', a right which is violated when social policy supports commodification. He says of the altruistic English blood donors:
'In not asking for or expecting any payment of money these donors signified their belief in the willingness of other men to act altruistically in the future, and to combine together to make a gift freely should they have need for it. By expressing confidence in the behaviour of future unknown strangers they are thus denying the Hobbesian thesis that men are devoid of any distinctively moral sense (8).' I want to argue from blood to gametes, to embyros, to fetuses, to children. The commodification of life and bodies feeds upon itself and destroys, as Titmuss claims, the right to be altruistic. In a society which claims little joint responsibility for children, children are inevitably private property, and just as inevitably it follows they will be sold and it further follows they will carry different price tags based on social desirability. And some will be rejects, not salable at any price: too damaged, or the wrong colour, or too old, too long on the shelf.
In a world that does not value children, I do not know what it means to be altruistic with my seed. Could I give away an embryo, as many men have given or sold semen, when I know that child may grow to have needs that will be unmet? Is that kind of giving away altruism, or is it abnegation of responsibility?
One of the things mothers who have given up babies tor adoption often say is that they just wish there was some way that the child could reach them if she or he needed them. In this world, in this society, we do not, cannot trust that the needs of all children, of our children, will be met. Thus the right to give is lost.
As we lose the right to give, so too do we lose the right to accept, to accept our less-than-perfect, our needful children. In gaining the choice to control the quality of our children, we may rapidly lose the choice not to control the quality, the choice of simply accepting them as they are. It happened first with the quantity of children. The oldest and most basic reproductive technology is the technology of fertility limitation. Self-imposed limits on fertility, through contraception or abortion, are the sine qua non of the reproductive rights movement. And yet, we must realise that the choice of contraception simultaneously closed down some of the choice for larger families. North American society is geared to small families, if indeed to any children at all. Without the provision of good medical care, day care, decent housing and schooling, children are a luxury item, fine if you can afford them.
And so it may also be with the technology of quality control: the ability to control the quality of our children may ultimately cost the choice of not controlling that quality. It is individual families, but it is most especially individual mothers who bear the costs of children, and the special costs of special children. How much any given child costs a mother is based not only on the condition of the child, but even more on the conditions of the mother's life. Any analysis of a woman's right to choose an abortion has to recognise the context in which the decision to abort is made, the circumstances in which the woman is placed. As Rosalind Petchesky has stated.
'The "right to choose" means very little when women are powerless . . . Women make their own reproductive choices, but they do not make them just as they please; they do not make them under conditions which they themselves create, but under social conditions and constraints which they, as mere individuals, are powerless to change (9).'
We live in a system in which women and children are both disvalued, an anti-child, anti-woman society. It is women and children who are poor, whose needs are not being met. In this system women and children are often pitted against each other, competing for scarce resources. The mother finds herself becoming a resource: her own life, and specifically her own time, to be divided between herself and her children. Whatever the children get, it may very well be coming off the life of the mother -in time, in attention, in emotional support, sometimes in tood and basic necessities. It is in this context that mothers are judged in terms of their willingness to sacrifice. The more she gives ofherself to her children, the better a mother the society says she is. The more she holds back of herself, for herself, the more she runs the risk of being the 'wicked stepmother', evil in her selfishness.
When women and children are both disvalued, to speak for the rights or needs of either to be met is then to contribute to the devaluation of the other. When one adds to the situation the virtually total disvaluation of the needs of the disabled, the 'defective', 'in-valid' people, the place of selective abortion in our society is highlighted. Women know that children with 'special needs' make special demands. The society as a whole has shown itself unwilling to meet those demands -we are as a society unwilling to meet the ordinary needs of ordinary children. 'Bombarded on all sides by realistic concerns (the escalations of costs) and objective evidence (genetics) and techniques (genetic counsellors), the basic value issues at stake will be obfuscated. The freedom to choose will be illusory. Someone will already have set the limits of choice (cuts in medical care and social benefits but not in defence spending), the dimensions of choice (if you do this then you will have an X probability of a defective child) and the outcomes of choice (you will have to endure the following social, political, legal and economic costs) (10 There are also ethical problems about which children it will be deemed unacceptable to bear, just as there are already children deemed unsuitable for adoption, although far fewer than when there was a larger supply of unwanted children. There will be problems about which potential children should have gene therapy. Who shall decide? Who will in practice decide? We already know that in the care of the handicapped the dividing line between medical and social intervention is continually blurred. Our social ability to define some other human beings as less than human (on account of their body shape, brain functioning, skin colour or sexual orientation) and thus let ourselves off the hook of having to treat them as fellow human beings is already well known.
Dr Rothman is writing from US experience and, so it seems, to a US audience. She herself (p. 191) draws out contrasts between the UK and the US using Titmuss's study of blood donation as an example not only of the morally correct way of doing things (in being based on altruism) but also the technically more efficient. This model is also used by the Council for Science and Society (1). Although the UK, like the US, is predominantly a capitalist society, we have hitherto consistently sought to prevent the intrusion of capitalist values into our health and welfare services. In the UK, issues associated with health and reproduction are less blatantly exploited for profit than in the US (2). However, many may be the indirect ways in which the profit motive, or corporate or self interest permeates our health service (3). In the UK well over 90 per cent of our health care is provided on a collective basis and is not for profit. In the specific area of fertility we have turned our face against womb leasing (4). We do not permit the selling of children for adoption (5).
Dr Rothman presents a powerful plea against the intrusion of capitalist values, the values of the commodity market, into affairs ofhuman reproduction for as she rightly indicates this has consequences for the basic values upon which society rests and the respect in which we hold each other (6). Given the pressure to privatisation in the UK at present and the introduction of for-profit hospitals with international finance capital (7), it is well that those of us in the UK also heed her warnings, remembering that private
